Although prosthetic materials are commonly used to repair abdominal wall defects, they are also associated with postoperative complications. These complications could be prevented by the adoption of uniform guidelines on surgical methods and materials, but the best anatomical position for placement of prosthetic meshes is unclear. We report a case of an enterocutaneous fistula that developed after an abdominal wall defect was repaired by intraperitoneal application of a prosthetic mesh (Marlex Ⓡ ) to raise awareness of the consequences of improper use of prosthetic materials. (J Korean Surg Soc 2009;76:119-122)
INTRODUCTION
Although surgical techniques for repairing abdominal wall defects have improved in recent years, recurrence is still common. Prosthetic mesh is widely used for repairing abdominal wall defects, but there are no established methods or guidelines for reducing postoperative complications associated with this technique. The efficacy of intraperitoneal mesh for abdominal wall defects is controversial. Some studies have shown that intraperitoneal polypropylene mesh with omental coverage is effective and results in few complications, but others have indicated that polypropylene meshes are associated with a high incidence of postoperative complications when they are used within the peritoneum. Therefore, intraperitoneal placement of mesh should be avoided whenever possible. In this report, we describe a case of intestinal fistula that developed after an abdominal wall defect was repaired by peritoneal placement of high-density polypropylene mesh (Marlex Ⓡ ). . This study revealed tubular structure, which was suspiciously thought to be part of the bowel, was protruded through the defect on the midline between rectus abdominis muscles. This suspicious bowel and adjacent parietal peritoneum showed diffused wall thickening and prominent enhancement. (B) Enterocutaneous fistulogram with Gastrografin for the confirmation of fistula between abdominal skin and ileum. Contrast material was identified at small bowel, but there was no extravasation or collection of contrast material through the fistula tract. Computed tomography revealed a tubular structure, which appeared to be a part of the bowel, protruding through the defect on the midline between the rectus abdominis muscles. The structure and adjacent parietal peritoneum exhibited diffuse wall thickening and prominent enhancement (Fig. 1A) . A fistulogram revealed a long ileocutaneous fistula, which was coincident with the clinical findings ( Fig. 1B) .
CASE REPORT
A 15 cm long midline abdominal incision was made under general anesthesia. Three pieces of polypropylene mesh from the previous operation were discovered during sharp dissection of the mucosa of the fistula. The mesh Pathological examination showed that the mesh had induced an immune reaction that resulted in accumulation of inflamed granular tissue and hemorrhagic, necrotizing inflammation ( Fig. 3 ). There was no evidence of fecal material from the wound at the 6-month follow-up visit.
DISCUSSION
The annual number of operations performed in Korea to repair abdominal wall defects, including hernias, is in excess of 30,000, which is 70% more than that performed 5 years ago. However, the introduction of tension-free surgical techniques and prosthetic material has reduced the incidence of recurrence from 20∼30% to 0∼10%. 
